A lthough Dr Kisely will suggest that there is minimal evidence to indicate that CTOs work and, further, that CTOs have significant negative effects, I will show that both of these propositions are incorrect. Although this debate is an academic exercise, the decision to support or oppose CTOs has profound implications for people with severe mental illness. Most jurisdictions in the developed world have introduced or are considering the introduction of legislation to support CTOs. If Dr Kisely's position were to be adopted, clinicians would be prevented from using any form of mandatory treatment in the community.
Currently, psychiatrists and other clinicians must strive to manage, in community settings, individuals who lack any awareness of their mental illness or of their need for treatment. This challenge is only going to get worse. Remember, deinstitutionalization is not a historical event-it is an ongoing process! In the coming years, patients suffering from psychosis and having increasingly problematic behaviours will be discharged to our communities. We have not been able to manage these individuals in hospitals without requiring them to take treatment. Why would anyone think that we are suddenly going to be able to do this in the community?
In fact, the opposition to the introduction of CTOs is only the latest battleground for the groups that have campaigned against inpatient committal and compulsory inpatient treatment. However, a CTO makes it possible for a reluctant patient to receive essential treatment while living in his or her community and is thus consistent with the principle of using the least restrictive alternative. Only extreme libertarians such as Thomas Szasz, who disavow the very existence of mental illness, suggest that individuals who lose contact with reality should be left to fend for themselves. Most of us believe that a caring society has a responsibility to look after individuals who are unable to care for themselves. Individuals who do not recognize that they are ill do not seek treatment. Indeed, many actively reject treatment, even when they desperately need it.
The first question, then, is whether CTOs actually increase the probability that an individual with a psychotic illness and a history of not following up with services will receive the treatment and supervision necessary to live safely in the community. This is an important, but also deceptively simplistic, question. The answer will in part depend on the specifics of the CTO legislation. For example, the legal powers available to clinicians to respond to a patient's refusal of treatment are likely to be important factors in determining effectiveness. The answer will also depend on the types of patients for whom CTOs are used. Space does not permit a full discussion of these issues, but I have discussed them elsewhere (1) .
Bearing these complexities in mind, there is extensive evidence that various forms of CTO legislation improve several important outcomes for patients with severe mental illness. Research has demonstrated that patients on a CTO are more likely to attend appointments and to have improved quality of life and that they are less likely to present at the emergency department, to be hospitalized, to be victimized, to be violent, or to be arrested (2) . These studies have examined several legislative models used in Canada (3, 4) , as well as models in the United States, the United Kingdom, and Australia (2) . Some of these studies have been criticized because of their small size, but critics duplicitously overlook the fact that others include more than 4000 subjects (5) .
Dr Kisely will probably try to ignore the numerous studies indicating positive effects of CTOs and suggest that only the Abbreviations used in this article ACT assertive community treatment CTO community treatment order RCT randomized controlled trial findings from RCTs should be considered. This is a naive approach. The extensive research using the test-retest strategy and control groups does have methodological problems not present in the existing RCTs; however, the RCTs in turn have significant failings that do not compromise the other studies.
Let us briefly review the RCTs, of which there have only been 2: 1 performed in New York (6) and 1 in North Carolina (7) . For ethical reasons, both studies excluded patients with a history of violence. However, such patients may be particularly likely to benefit from a treatment order, and their exclusion likely limited the size of the treatment effect. The North Carolina study showed that patients placed on CTOs were less likely to be victimized. This study also provided strong, although not definitive, evidence that prolonged use of CTOs reduces the need for hospitalization, reduces violent acts, and improves subjects' quality of life. In contrast, the New York study did not find significant differences in outcome between CTO subjects and control subjects.
How can the reader make sense of these divergent findings? An important consideration is that an RCT of CTOs is very different from an RCT testing the efficacy of a drug. Studies of CTOs are exceedingly difficult to organize because they require that some individuals be randomized to follow a jurisdiction's law while others are somehow exempted. In the case of the North Carolina study, the state had CTO legislation, and judges in several counties agreed to exclude individuals from being placed on a CTO for 1 year if they were randomized to the study's control group.
The New York arrangement was more problematic. A special bill was passed in the state legislature to allow the research to take place in a single institution, Bellevue Hospital Center, in New York City. This unusual arrangement produced a situation wherein many important players, such as individual clinicians, community agencies, and the police, did not know the extent of their powers or responsibilities. One result was that, during this study, the police refused to use their powers to take noncompliant patients to hospital-the only consequence for refusing to follow the order. There was also widespread confusion among community clinicians and agencies about who was and who was not on a treatment order. Finally, negotiations delayed the start of the study and prevented the recruitment of sufficient numbers to perform the planned statistical analysis (6) . The findings of the New York RCT must be understood in the context of these problems.
The North Carolina study had the advantage of being carried out in a well-established CTO system. It also had sufficient numbers to allow the investigators to analyze outcomes for different diagnostic groups, which showed that patients with psychotic disorders, compared with those with affective disorders, do best on CTOs (7) .
The second question pertinent to the appropriateness of using CTOs is whether CTOs cause any negative effects. Opponents of CTOs argue that patients will avoid the mental health system if they know that they may be compelled to take treatment. Actually, all 6 studies (see reference 8) that tested this hypothesis, including one by Dr Kisely (9) , show that the opposite is true-patients are much more likely to follow up with treatment when placed on a CTO.
In fact, the only apparent negative effect of CTOs is that some patients report feeling coerced. This is hardly surprising, as this is what the treatment order does! However, the experience of coercion is not as noxious as opponents of CTOs suggest. There is a consistent finding from qualitative research studies that many patients who have been the subject of a CTO acknowledge that the treatment order was necessary. Moreover, in an elegant study, Swartz and colleagues showed that individuals with serious mental illness view mandatory outpatient treatment as more acceptable than inpatient commital (10) .
The final question that we must ask is whether there are alternatives to CTOs for patients who lack insight. It is claimed that CTOs would be unnecessary if we had more ACT teams. I work on an ACT team, and although I recognize the effectiveness of the ACT program in keeping patients in treatment, I also know that there is a group of patients who will never take treatment voluntarily. I cannot believe that Dr Kisely has not also encountered such patients: they are common in all services that treat people with serious mental illness. In the region where I work, about 10% of patients on ACT teams are willing to follow a treatment plan only when they are placed on a CTO.
In summary, in the coming years, mental health professionals will be required to care, in community settings, for large numbers of patients who have repeatedly refused to take treatment or to follow up with mental health services. Research shows that CTOs improve the likelihood that these patients will follow a treatment plan and will succeed in living safely in the community. Despite strident objections to the use of CTOs, there is little evidence that they have negative effects. Patients do experience coercion, but they rate this coercion less negatively than the alternatives. CTOs are certainly not the answer to all the problems of managing patients with severe mental illness, but they can greatly improve the lives of many patients whose illness has robbed them of the ability to understand that they need treatment.
